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The resident has the right to be free from any STATE AND FEDERAL LAW.
physical restraints imposed for purposes of -
discipline or convenience, and not required to F221,

treat the resident's medical symptoms.
; e et | e e o O 11/10/10 resident 49 was ppdoted, . | . ..

) _ . - on sighed permission form, care plans,
Th'ls REQUIREMENT Is net met a8 evidenced ossessments, physicians orders, stating

the medicol symptom requiring restraint.

Bésed on ohservation, interview, and record
review, the facility fafled to ensure one (1} of

eightean (18) sampled rasidents (resident #9) Al residents were assessed for possible

was free from physical restraints, Resident #9 restraint usage. Only one other resident was

was observed to utilize a lap buddy while aut of identified as using o restroint. This resident

bed in & wheelchair, however, there was no was re-evaluated, Care Plan updated,

evidence the devica was utilized to freat 2 permission form checked, and M.D. order

medical symptom, no cemprehensive care plan * | reviewed with the MDS schedule on

had been developed for the restraint, and no 11/12/10

assessment had been conducted prior to use of :

the lap buddy for this resident, In addition, there ] . ] .

was no avidence the facility had Informed the The restraint policy has been revised and

resldent's responsible party of the risks/benefits updoted as well os the restraint committee

related to the use of the lap buddy for resident #9. to insure this deficient practice will not re-
oceur. All nursing staff will be inserviced on

The findings inciude; 12/13 and 12/15/10 of the revised policy.

Observation on November g, 2010, at 2:30 p.m., | | The restraint committee will meet monthly

revealed resident #3 in the resident's room sitting
in & wheglchair with a lap buddy on. Resident#2 |
stated he/she was unable io remove the lap
buddy, stated he/she wanted to go back to bed,
did not like sitting up lona chair,. ... .

. with QA. The D.O.N., Supervisor, or their
. designee will complete a quarterly oudit of
| all patients with restraints,
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! ! Completion Date; ' 12/15/10
Y ! i
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L
gt ™ dam}ﬁ'as. a deficiency which the institution may be excused frorm comecting providing it is detemmined that
other safeguards provide sufficient protectian to the paflants. (See instructlors)) Except for nursing homes, the Andings stated above are disclosabls 90 taya
following the date of survey whether or not a plan of correctian is provided. For nursing homas, the above findings and pians of cormection are disclosabia 14
eays foflowing the date thase documents are made vaitalble ko the fzcility. I deficiencles are cited, an approved plan of correction is requisle to continued
pragram particlpation. .
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H{LPN) #1 revealed resident #8 raquired the 1se of

Record raview revealed resident #9 was admitted
to the facility on January 21, 2010, with diagnoses
of Diabetes Mellitus, Coronary Artery Disesse,
Aortic Sclerosis, Hypertension, and worsening
Senile Dementia. Resident #8's Minimum Data
Set (MDS) dated July 27, 2010, revealed the
resident was moderately impaired in
decision-making. The MDS also revealed the
resident required assistance with transfers and
mobifity,

Further record review of incident reports revealed

~rdocumentation-that restdent#8-was foundgn— -

March 8, 2010 and March 8, 2070, sitting &t fhe
badside afier attempting to get out of bed, The
record revealed a physician's order was obfained
on March 8, 2010, for a lap buddy to be used
when resident #9 was ¢p in a wherichair,
However, there was no evidence of 2 medical
symptom fo support the use of the lap buddy.
There was ne evidence ths facility had conciucted
an assessment prior to the use of the lap buddy
and periodically throughout the resident's stay to
detemmnine warranting the continual use of the lap
buddy. In addition there was no evidence the
faciiity had informed the resident's responsible
party (R/P) of the risks/benefils assockated with
using a restraint device.

Interview on Novamber &, 2010, at 1:24.p.m.,
during initiel tour with Licensed Practical Nurse

a lap buddy when out of bed ir & wheeichair,
LPN #1 stated the lap buddy was reguired duz to
a history of falls,

Intarview on November 10, 2010, at 10:00 a.m.,
with LPN #2 revealed resident #9 required the
use of the lap buddy when up in a wheelchair
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Further imarview revealed the lzp buddy was
released when the resident was at the nurses'
station under direct observation. [ntarview furter
revesled the resident was unsteady on higfMer
feet and forgetful af times and the resident coulr].
remove the lap buddy at imes but not on
command, thus making the lap buddy a rastrain?,
; LPN #2 stated hefghe believed the lap buddy wes
. required to prevent falls, and to prevent the

| resident from getting up without assistance.

Interview with the MDS Coordinator on November

“[10;-2010; 2t 10:34 & Teveated resident 9 was T

coded on the MDS dated October 27, 2010, as
requiring a restraint. However, the MDS
Ceordinator stated no care plan or Care Area
Assessment was developed for the restralnf use.

interview with the Director of Nursing on
Novembar 10, 2010, at 11:04 a.m_, revealed the
nursing staff who obtained the arder for the
restraint was responsible along with the physician
for assessing risks/beneafits of restraint use and
obtaining coraent from the R/F showing
risks/bensfits were discussed, Further Interview
revazied the MDS Coordinator was rasponsible
for quartarly monitoring of the resiraint to ensure
the use of the restraint was siill neaded,

Interview with LPN #3 on Novambsr 10, 2040, at
11:30 a.m., revaaled no quarterly restraint
assessment had besn completed on resident #8
regarding the use of the restraint and that it
sonfinued to be accurate to the resident's curent
condition,

A review of the facility policy/procedure related to
restraints, not dated, revealed residents would ba
free from physical restraints imposed for

F 221
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purposes of discipline or convenience, anc not
required to treat the resident's medical condition.
According to the policy, restraints may hava been
used for emergency care for brief pariods fo
permit medical freatment, and if 2 resident's
unanticipated violent or aggressive behavior
piaced him/her or ethers in imminent danger the |
resident may be restrained as a last resort to i
: protect the safety of the resident or others. The
resfraint must not extend past the immediate
episede, Further review of the policy revasled a
comprehensive assessment was to be made at

- the time of admission and pericdically throughout

. the resident's stay to defermins the resident's
=7 i medical condition/symptomns warranting the use

i of restraints. The resident or R/P was to hava
| been provided detailed information related to the

ricks/benefits of restraint use and a signad : ;

acknewledgment was to be maintained in the :
resident's medical record, The needs/goals
related lo the resident's identified medical
conditfon warranting the use of restraints, as well
as use of appropriate interventions to meet those
needs, were fo be idertiffied in the resident's
individualized ecare plan, according to the policy,
In addition, the policy stated the process to
reduce the use of restraints should be systermatic
and gradual, and a physician's order was o he
obtained to include specific medical symptoms

requiring the rastraint, F248,
F 248 483.15(N(1) ACTIVITIES MEET F 248
58=D | INTERESTS/NEEDS OF EACH RES Resldent #8 Core Plan was updated to
; _ include the In room octivity request from
; The facility must provide for an ongoing program family which states that resident likes to

hove it on @ music channef and TV is to be
leften all day, TV isto be turned on by
Activity Stoff, or any other staff designated

: of activities desigried to meet, in acsordance with
the eormprehensive aszessment, the interasts and
i the physical, mental, and psychosocial well-being

|
i
I
i
A

Of eaCh FES?dent R : , bv ACﬁlﬂ‘ty Director. Update was dgnc an
| l 21/9/10.
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F 248 | Continued From page 4 _ F 248 | Jitterbug fiow Cognitive) has been changed
» : to 5 doys o week to Increqse stimulotion of
This REQUIREMENT s not mat as avidenced | patignts with cognitive impairment. An audit

lras done on cognitively impeaired residents
ond o revisnd Jitterbug List {Low Cognitive)
was done on 11/17/10.

by:

Based on observation, interview, and record
review, it was determined the faciity failed 1o
provide one (1) of eighteen (16) sampied
residents (resident #8) an ongoing program of
sctivities designed to meet the mental and :
psychosocial well-being of each resident, - l

} Inservice on 12/13 & 12/15/10 wilf be given

i te floor staff. We will ge over resident # 8 o
make sure that It is upderstood by all to keep
TV on and on musie channel, We will also
inservice the importance of Low Cognitive
residents participation in activities,

L Activity Deportment will monitor In roam

“intervention (turning on TV) during Rise and .

"Shine which begins ot 8:15 daily, along with
other floor staff with doily care, Activities wiff

The findings include:

Review of the medical racord revealed residant .
#8-was admitted to the facility on Aprif 24, 1681,
with diagnases that included Chranic Brain
Lisease, Agitation, Cerebral Palay, and Mental
Retardation. Review of the comprehensive 00 8 random check 2 times a month to eheck ang
assessment for resident #8, dated as compiatad ez If TV is on and on right channel, A log on

on October 7, 2010, revealed the resident had dﬂ"fl'{aﬂfcipvrfon is kept by activities. Q.A.
been assessed Io be severaly cognitively | committee will be informed of any probilem.
impaired and to require exlensive assistancs from . \12/15,
staff for alf activities of daily living. A review of the Completion Dute: | /10
Care Area Assessment for this assessmant | \

revealed resident #8 enjoyad listening ta music
on his/her lzlevision.

A raview of the Care Plan for resident £8 revealed
staff would have tha resident up and ready for
Jitterbugs on Tueadays, Wednesdays, and
Thursdays. The Care Plan further revealed if the
resident was not at Jitterbugs staff would provide
one-to-one sensory stimulation and socialization,
and would encourage family invelvernent. The [ :
Care Piar did not address the resident's g - :
enjoyment of music or television. However, a » ;
: review of the activity notes for resident #8 dated
' QOctober 7, 2010, revealed the staff would have
! he television on in the resident's room dally,

T
i
|
'
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' Observations of resident #8 on Novamber g,
2010, from 2:30 pm, t0 5:10 p.m_, and on
: Novemnber 8, 2010, from 8:10 a.m, 1o 3:00 p.m,, i
revealed the resident was in bed in the resident's ‘
room with hisfher eves closed., The television
wis obeerved fo be off during the observatians,

A sign was observed hanging on resident #8's
closet door stating, "Per family request: do nat
[ turn the television off durlng the day. Pleasze
_keep the station on music as this makes [resident
i #8] happy." The sign was dated March 18, 2010,
| and signed by Licensed Practical Nurse #3 who
was a farnily member of resident #8. ’

An irnterview conducted on November 9, 2040, at
2:00 p.m., with the Minimum Data Set (MDS) !
Ceordinater for the facility revealed the Activities
Director was responsible for completing the
Activity Care Plan for the residents of the facility,
The MDS Coordinator further stated he/sha was
tnaware bf an intervention to address keeping

. the television on for resident #8.

i

: An interview conductad on November 9, 2010, at
3:05 p.m., with the facifify’s Activities Diractor
(AR) revealed the AD was nol aware the sign
from the resident's family had been hanging on |
the closet door. The AD staled he/she was awsre:
resident #8 enjoved the tglevision being onand
had placad the fact in the Activity Notes, but had
failed to 2dd an intervention addrassing keeping
Jrimimm the television on for residen! #8 In the resident's ‘
Care Plan. , F273
F 278 [ 483.20(d). 483.20(k){1) DEVELOP F 279 [ ‘
o= | COMPREHENSIVE CARE PLANS i The Core Plans for the effected rasidents
;‘ | (#2 and #3) hove been revised to reflect
A facility must use the results of the 2ssassment ! that the current deficiencies have beer

j to develop, review and revise the resident's " addressed,
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| comprehensiva plan of care | An oudit has been completed per nursing
, p ve plan . staff to manage residents on anticoogulant
i - ) therapy. Care Plans were updat
i The facility must develon a comprshensive care | ,es,d;};ﬁ Identified os r;s:'ﬁ Dj,jj:;f;’
j plan for each resident that includes measurable . '
objectives and timetfabies io meet a resident's A Care Pl .
- on checklist wos put int
medical, nursing, and mental and psychosaclal - as of 11/10/10 and is dome pr;:r‘::ff et
needs that are identified in the comprehensive completion of each Carz Plan made. The
assessment. . checkilst will be kept In the MDS office ...
. . with the resident’s file, Also, th i
The cara plan must describe the sarvices that are nursing staff is nm‘fz_e qw.re‘;’ to ;ow. e
to be furnished to attain or maintain the resident's a copy of all new orders to MDS to
highest practicablé physical, mentel, and | facilitate in Care Plan updates.
| psychosocial wall-being as maquired wrder - - e i -
§483.25; and any services that would otherwise All residents will receive qua,
i . rter!
be required under §483.25 but are nct provided |- reviews o ansure ol needs ane being
due to the resident's exercise of rights under ' met ond Core Plans are updeted to show
§483.10, inclucing the right to refuse treatment current status, )
under §483.10(b){4).
Conpletion Date: 12/15/10
This REQUIREMENT is not mat as evidencad ‘
by: ) :
Based on interview and record review, it was !
determined the facility failed to develop a ;
; comprehensive care plan for fwo (2) of aighteen
| (18} sampled reskdents. Residents #1 and #2
retuired the'use of an anticoagulant/blood
thinner; however, 3 cara plan was not deveicped
| to address the anticoagulants and necessary
precaufions. Additionally, resident #1 had 2
peripherally inserted ¢antral catheter (FICC) fine
and the facility failed to develop & care plan
related to the care/precautions and possible
complications related {o a central intravenous
fine.
The findings include;
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resident #1 was admitted on October 8, 2010,

1. Review of the medical record revealed

with diagnoges of Spina Bifida, Infected Stage IV
Decubitus Uleer, Chronic Pain, and Anxiafy i
Disorder. Review of the Admission Minimum i
Data Set (MDS) dated October 22, 2010,
revealed the facillly assessed resident #1 tc be
alert 2nd orfented and independent in daily
decision-making. .

Review of the agmission physician's orders dated
October 8, 2010, ravealed resident #1 required

~rWartarin(an articoag utmilshood thinmer) 4o e o

milligrams (ma) once daily. Further review
revealed resident #1 was to receive antibiotics
Daptomysin 200 mg and lvanz 1 gram
infravenously (IV), once dally for three weeks,

Raview of the Comprehensive Care Plan dated
October 21, 2010, revealed the facility failec to
develop a comprehensive care plan that included
measurable objectives, interventions, and
timetables to meet resident #1's needs ralsted to |
the anticoagulant/blood thinner use and the PICC |
fine.

Interview on November 9, 2010, at 11:35 a.m.. |
with the MDS Coordinator revealed the MD%
Coordinator was responsible for the developmant
of the Comprehensive Care Plan. The MDS
Coerdinator stated the Comprehensive Care Plan
was developed from the assessment infarmation.
areas triggared from the comprehensive
assessment, medications, and the resident's
diagnoses. The MDS Coordinator reveaied
he/she had failed to develop a care plan to
address the PICC line and anticoagulant use and
had just overlooked the areas.

STATEMENT OF DEFICIENGIES {(X1) PROVIDER/SUFPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) PATE SURVEY
AND PIAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: - A, BUILDING
B. \WING
185112 11/10/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
\
NIM HENSON GERIATRIC CENTER 420 JETT DRIVE
JACKSON, Y 41339
xahn SUMMARY $TATEMENT OF DEFICIENGIES i 03] PROVIOER'S PLAN OF CORRECTION o)
PREEIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL ' prEFX {EACH CORRECTAE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATICN, I TAG CROSS-REFERENCED TO THE APFROPRIATE LATE
| | PERIGIENGY)
F 279 Continued From page 7 F 279 | ‘

FORM CM3.2587(02-88) Pravious Versions Obsoiste . Svant M VSGH311

Recervee Time Dec. 9 2010 5:32PM Ne. 4821

Faciily 10: 100040

It continuation shest Page 8 of 23




DERPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/30/2010
FORM APPROVED
OMB NO, 0938-0331

STATE':IMENT CF DEFICIENCIES ) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBIER,

185112

(X2} MULTIPLE CONSTRULCTION X2) DATE SLIRVEY
A. BUILDING COMPLEYED

B, WING

11/10/2040

NAME OF PROVIDER OR SUPPLIER

NIM HENSON GERIATRIC CENTER

BTREET ADDRERR, CITY, STATE, Z)F CODE
420 JETT DRIVE

JACKSON, KY 41339

ey N I
PREFD!
TA

SUMMARY STATEMENT OF QEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR |.3C IDENTIFYING INFORMATICIN

N PROVIDER'S PLAN OF CORRECTION X5}
PREFTX {EAGH CORRECTIVE ACTION SHOULD BE COMITLETION
TAG CROSS-REFERENGED TQ THE APPRCPRIATE DATE
) DEFIGIENCY)

Fé’mE

E)

Continued From page 3

| Reviaw of the facility's Comprahensive Cere Plan I
Policy, not dated, revealed the MDS nurse was =
responsible for the development of the
Compratensive Care Plans.

2. Areview of the medical record for resident #3
revazled the resident had been admitted e the
facility on Decemper 22, 2001, with diagnoses to
include Cerebral Vascu!ar Accldent Coronary
Artery Disease, Cerebral Aneurysm, and Renal
Artery Stenosis. The medical record further
revealed a physictan's order dated Ociober 1,

2010, for Heparin-(blood thinnery 5,000 Lnits tc ba| - -

administered subcutaneously twice daily.

A review of the Comprehensive Care Plan %
resident #3 revaaled no evidence the Care Plan
aadressed the resident's Heparin therapy.

An interview conducted on Novernber 9, 2010, gt
2:0C p.m., with the Minimum Data Set (MDS)
Coordinator for the facility revealed he/she weoulcl
have expected to see a Care Plan addrassing tha
use of Heparin for resident #3. The MDS
Coordinator further stated it was just an oversight
and was unsure why it was not placed in the Care
Plan for the resident.

483, 200(3)(1) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUiREMENT is not met as evidenced
by:

Based on obsarvation, interview, and recerd
review, it was determined the facility fafled
meet professional standards of service for one (1)

F 273

F 281 r2s1

On 11/10,/10 the floor nurse
immediately ploced o foll mat for
Resident £12.

On 11/10/10 the D.O.N, snd
Restorative Nurse completed an audit
oif afl safety intarventions ond no other
residents were found 1o be affected by ]
the daficient practice. 1‘

i
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xdm SUMMARY STATEMENT OF DEFICIENCIES 0 "PROVIDER'S BUAN OF CORRECTION ] x5
PREFIX (EACH DEFIGCIENCY MUST BE PRECENDED RY £01).), PRERX ' (BACH CORRESTIVE ACTION SHOULD BE COMPLETION
ThS REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROS3-REFERENCED TO THE APPROPRIATE DATE
< DEFICIENCY)
F 281 Continued From page 9 - F 2810 the Restorative Nurse will update the
of eighteen {18) sampled residents. The facility list of oll safety interventions and check for
tailed to follow the physician's order for the use of | compliance every menth. She will then
fall mats at resident #12's bedside to prevant forwrard the list on to the D.ON./
injury due to risk cf f2lls. Supervisar as wefl as the floor staff. All
! nursing staff will be insenviced on 12/13 &
The findings include: | 12/15/10 of the need to menitor all safety
* interventions on o daily basis.
Resident #12 was admitted to the facility on !
August 8, 2007, with medical d lagnoses ihat | The D.O.N./Supervisor or thelr designee will
included Alzheimer's Dementia, Sch izophrenia, . complete a quarterly review of all safery
Hypecalcemia, and Hyperparathyroidism. . interventions and check for compliance.
Resident #12 had'a physician's order for fall QA. committee will be notified of any
RS e e e i e M e 1 . Continued probiems.
Record review of 3 Fall Risk Assessmeant dated | Completion Date: 12/18/10
September 26, 2010, for rasident #12 ravezled 2 | ; -
total score of 18, which represents high risk for !
falls. Additional record review of the physinian's \
erder dated October 1, 2010, revealed resident
#12 was crdered mats at bedside for safety.
A review of resident #12's care plan revealed a
goal for the resident to remain free of falls and 2n
intervention for fall mats at the bedside at a1
times while the resident was in bed,
- Observations conducted on November 8, 2010, at
3:35 p.m. and on Novernber 10, 2010, at 111115
a.m., revealed resident #12 resting in bed without
visible fall mats at hisher bedside.
i
fAn intarview conducted on Nevember 10, 2010,
tat 2:00 p.m., with Certified Nurse Assistant (CHNAY
| #3 revealed resident #12 had an order for fall '
i mats at the bedside o prevent injury becausa tha
resident attempted to self-transfer from the bad, -
CNA #3 stated hefshe was responsible for
making sure fall mats were in place when
resident #12 was in bed. CNA #2 further stated
FRM GMEB-2557(02-99) Praviaus Varsions Obzolets -Evant ID:VSGEG1
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BTATEMENT OF DERICIENGIES (X1} PROVIDER/SUPRLIER/S 1A {X3) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMERER; COMPLETED
A BUILDING
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NANME QF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, 71P COLE
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{(xdy I3 SUMMARY STATEMENT OF DEFICIENGIES mo PROVIDER'S PLAN OF CORRGETION rsy
PRERX (GACH DEFICIENCY MUST BF PRECEDED 8Y FUILL PREFIX {BACH CORBEGTIVE ACTION SHOUL BE CombLETION
TAG REGULATORY OR L4 IDENTIFYING INEORMATINNY . TAG CROSS-REFERRENCED TO THE APPROPRIATE BATE
, DEFICIENCY) '
F 281/ Continued From page 10 F 281
one fall mat was retnoved from resident #12's —
room that moming because the mat was torn,
however, the mat was not repiaced. CNA £3 was )
unable to recall why the other fali mat was not in i
| place, :
gAn interview conducted on November 10, 2010, :
at 10:20 a.m., with the Team !l Charge Nurss E ‘
{CNj) revealed resident #12 had physician's
arders for fall mats at the bedside because the
resident was at risk for falls. The CN stated
he/she was respohsible for monitoring o ensure
resident #12 had-fall'mats af the bedside whan i |70 == o )
bed. ‘
F 3231 483.25(h) FREE OF ACCIDENT F 323
sg=t | HAZARDS/SURPERVISION/DEVICES .
The facility must ensure that the resident |
environment remains as free of accident hazards
a5 is poszaible; and each resident receives '
adequate supervision and assistance devices fo
prevent accidents. F323
Noe individual resident was identified as
being affected by the exposure to
tnsecured medical supplies. Disposal
This REQUIREMENT Is not met as evidensad razors, shaving cream, disinfectant
by: : i spray, clotrimezofe/betamethasone
Based on observation, interviews, and racord dipropiorate creom, and shempoo
reviews, it was determined the faciiity failed to were immediately removed or secured.,
ensure the residents’ environment remalned as {Hooks placed an cabinets In showers)
free from accident hazards as possible, Floor stoff wos verbally counseled on
_ - Qbservatfon during enviranmental taur revealed . the poterrtiol donger of this practice.
the facility failed to ensure a disinfactant spray, Masecured insulin syringes were
disposable razors, medicated shampoos, shaving . fmmediately removed ond secured.
cream, and syringes were secured/locked and not , . Nurse on duty wes verbally counseled
accessible bo residents, ; on the potentic! danger of this proctice,
The findings include:
FORM CM3-2567(02-89) Previous Versions Obsaleso Bvant R:VE&EET Faciiy ID: 100040 . If continuation sheet Page 11 of 223
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A SUMMARY STATEMENT OF DEFIGIENCIES ‘ no PROVIDER'S PLAN OF CORRECTION x5)
PREF, | (EACH DEFICIENCY MUST BE PRECEDED BY FUIL | PREFIX | (EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG i REGULATORY OR LEC INENTIFYING INFORMATICN) i TAg CROSS-REFERENCED TO THE APPROPRIATE | BATE
| : : DEFICIENGY) ! '
F 323 | Continued From page 11 = 323 |
A walking check of all medication
Observation during environmental tour on : ; ;ag‘;f';af ;hawe" mjms done by the
November 8, 2010, at 5:25 p.m,, reveaied three Do e not re.::" ony carts or.
unsecured disposable razors on & shelf in the | SHoWer rooms with unsecured items,
o o ea it. E , ;
shower roam located on the Team 1 Unit Staff will be inserviced on 12/13 &
Further observation of the shower room located 12/15/10 as to the potentio! danger of
or the Team | Unit revealsd an having unsecured items in showers and
unsecured/unlocked wall cabinet that contained : ;;E‘:fsdf?o" sz.t M"te"":qsaf ety Data
the following: nine disposable razors, an discusse;; proper storage will also be
unopenad box of 50 disposable razors, one )
unopened package of ten disposable razors, one , -
pamMially used can of Gillette Foamy Shaving =, - | - e ::;;gﬁ;{:f./ﬂzorSupervrsar[A;mmrstraror I P
Cream, a partially used container of Premiar cart, ! qumsjn_ med
Microfoam Disinfectant Spray, & 4-ounce bottle of Meoronton '""ce.”';’mg aily coupds.
Selenium Sulfate Shampoo dispensed from the o on;h | ’g" c;':f M f'n:" onitored
pharrnacy that contained a resident's name and ‘ orey BV pharmacy. The Q.A. committee
instructions for use, and a 45-gram tube of w'”bbf asked for input on any continued
Clotrimazole/Betamethasone Diprepicnate proiem.
Cream, Completion Dete: 12/13 & 12/15/10 '
Observation on November 8, 2010, at 9:30 a.m.,
of the women's shower room located on the .
Teamn It Unit revealed thres disposable razors
and a parfially used bottle of Selenium Suffate
Shampoo dispensed from tha pharmacy that :
contained a resident's name and instructions for
use, Observation of the men's shower roorn '
located on the Team I}l unit revealed an .
unsecurad/uniocked wall cahingt that containad
three disposable razors and one partially used ;
. can of Gilleite shave cream, :
| . T
| Further obseérvation on November 8, 2010, =t i I |
10:00 a.m., revealed a medication cart ! | ]
unattended in the hailway near the Team Il ’
nurses' station that contained unsecured
: unopened jnsulin syringes that were accessible ty '
| residents, staff, and the public. Further
FORM CM3-2557(02-08) Previous Versions Obsslate Event 12 VSGEE1Y Fatility ID: 100040 if continuation sheet Pags 12 of 23
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DEFICIENGYY .

F 323 | Continued From page 12

observation on Navember 10, 2010, at 9:30 a.m.,
revealed the medication cart remalned in the
hallway unattended with the insulin syringes
accessible to residents, stzff and the public.

Review of the facility's Census and Conditions
revealed 44 residents had a diagnosis of
Dementia. Review of the facility's list of residents
that were assessed to be at risk for
wandering/elopement revealed eight were at risic

Review of the Materia Safely Data Sheet (MSDS) |
misuse of the disinfectant could be harmful or ;
fatal. Further review of the MSDS information for ;
Selenium Sulfate Shampoo revealed the product
could be harmful if ingested,

Intarview on.-Novernber 10, 2010, at 8:55 a, m.,
with the Director of Nursing {DON) ravealed the
nurses were responsible for checking the shower
rooms o ensure rszers and harmiul items were
not accessible fo residents. The DON stated
razors were stored i the supply room and
medicated sharmpoos wera stored in the
treatmertt carts. The DON stated the Hems 3
observed unsecuradiuniocked sould be harmful
to residentis and should never be accessible to
residents.

Review of the facility policy related to storage of
fmedications and syringes dated May 10, 2010,
revealed all medications and biclogicals, including :
treatment items, were required to be securely
storad in a locked cabinat/cart or locked
madication room that was not accessibie by
residents and visitors,

F 411 | 482.55(a) ROUTINE/EMERGENCY DENTAL
s8=p | SERVICES IN SNF3

F 323

T or the-Premier Foam Disinfactant revasied- (-

i
F411;'
T

H
1
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(Xa}10 | SUMMARY STATEMENT OF DEFICIENCIES o : PROVIDER'S PLAN OF CORRECTION sy
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5 DEFICIENCY) ‘
F414 ! Continued From page 13 Faitl Fezr
The facility must assist residents in obtaining . On Naveroher 11, 2010, an appointment r
routine and 24-hour emergency dental care.  for Resident #11 was scheduled at the Vicco L
‘ ! | ‘ Dentol Clinic for November 19" ot 10:00em.
A facility must provide or obtain from an culside || Resident hod an appeintment on December
resource, in accordance with §483.75(h) of this | , 2" for fitting. Appointment is scheduled
part, routine and emergency dental senices o  for December 10" or 10:45 a.m.
meet the needs of each resident; may charge a j '
Medicare resident an additional amount for | Any resident with dentures would be ot
routine and emergency dental services; must if |! risk to break or lose their dentures.
necessary, assist the resident in making . \ Residents are assessed at admission by the
appointments; and by arranging for transpartation ! odmitting nurse for dental needs identifying
THOERY frigi tHe Wanbsts oiice] BEnd Bromptiy refier [ 1 I the resident hos dentures, (sge attochment) | e e
residents with fost or damaged dentures to 2 No other residents have dentures missing.
dentiat, pr. Rodney Griffith, DMD, conducts annual
! dental checkups for all residents.

]

I
This REQUIREMENT is not met as evidencad A copy af dental record forms will ke given !
by: tn Social Worker for off residents whe have l
Based on interview and reccrd review, the fagility dentures. :
failed to promptly refer one (1) of sighteen (18) Denture Protocol {Attached) developed and
zampled rasidents with a lost denture to a tenfist. | @l staff will be inserviced on 12/13 & 12/18/10,
Regident #11 had lost the upper danturs, f .
approximately i June 2010, however, no dental Societl Warker will addrass any issues regarding
appeintment had been made. ‘ dentures at the weekly Deportment Heod

meetings. The Denture Protocof will serve as
The findings include: © daily meons of monitoring. QA will address
. any cencerns.

Review of resident #11's medical record revealed |
the residerit was admitted on August 18, 2008. i Completion Date: 12/15/10
Resident#11 had diagnoses of Depression,
Demeantia, Chronic Obstructive Pulmonary ‘
Disease, and Anxlety. Review of the Minimum |
Data Set (MDS) dated October 8, 2010, revealed |
the residernt was cognitively jitact, i
Interview on November &, 2010, at 8:00 p.m., in "
the faclity dining room with resident #11 revesled .
the resident's upper denture had been lost. f
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PREFIX
TAG

SUMMARY STATEMENT CF DEFICIENGIES
{EAGH DEFICIENCY MUBT BE PRECEDED BY FULL
REGULATORY OR LSC IDENTFFYING INFORMATICHN

D PROVIDER'S PLAN GF CORRECTION (X5}
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F 411

he/she would Ilke to have the cienture replan:ed

SS:D

i tha loss of the denture,
F 42§,
1 ACCURATE PROCEDURES, RPH

- | The facility must provide routine and emergency

t them under an agreement described in

Confinued From page 14

Resident#11 stated that at night the denture was
taken out to be eleanad, and then placed in a cup
for the night. Resident #11 further stated ong
morming the cup that centained the resident's
upper denfure was missing. Resident #11 stated
the incldent tock place a few months ago,
howaver, was not certain of the exact menth,
Interview further revealed the resident had
informed staff that the denture was missing. _
According to the resident it was hard to eat some
meals due to the loss of the upper denture and

Inter\new on November 10 2010 at11:23am.,
with the Social Services Director (SSD) revealed
the SSD was aware resident #11's upper denture
was missing, The S3D stated that staff had
lockad for the denture and was unable to find tha
denture,

Interview on November 10, 2010, at 1:30 p.m.,
revaaled the 85D had "not thought about
[resident £1 1°s] teeth [ately," and no further effort
had been made to locate or replace the missing
denture. Interview further revealed the denivre
was lost approximately in Jure 2010, and the
SSD had nof obtained a dental appeintment sinca

483.60(a),(5) PHARMACEUTICAL SVC -

- drugs and biclogicals to its residents, or obtain

§483.75(h) of this part. The facility may permit
unlicensed personnel fo administer drugs if State
law permits but only under the general
supervigion of a licensed nurse,

F411

H
F dzs| FA25

E notified.

P 11/16/10.

_ The expirad medication for resident #5 was
' removed and M.D. and Pharmacy were

* The medication cart was then audited that day
for any further expired medications and nong

i were found. The Pharmacy siso comploted o

i monthly oudit of o/l medicotion carts on
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A facility must provide pharmaceutical services
{including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biologiczls) to mest
the neads of each resident.

The faciiity must employ or obtain the services of
a licensed pharmacist who pravides consulkstion
on &l aspects of the provision of pharmacy
services in the facifity.

This REQUIREMENT is not met as evidenced
by:

Basad on observatlon interview, and record
review, it was detarm:ned the facility failed fo
label, date, and store all drags and biolegicals in
accordance with currently aceepted professional
principles. The facility had thirteen (13) Thara
Tablets with an expiration date of Octobar 31,
2010. The expired Thera Tablats ware
administered to resident #18 every day from
November 1, 2010 through November 9, 2010,
and were avallable for future use.

The findings include:

An chsarvation of the Tearn I} medication cart
gonducted on November 10, 2010, at 1:20 p.m.,
revealed 13 Thara Tablets with an expiration date
of October 31, 2010, availabie for use for resident
#18.

An interview conducted or November 10, 2010,
at 1:20 p.m., with Licensed Practical Nurse LPN}
#5 revealed it was his/her responsibility to chack
the expiration date of all residents' medications

{Ta ensure that this deficlt proctice does ot
ire-occur the night shift nurse will complete o
bi-monthly cort audit. The medication carts

will be checked for expired medication ond

any found will be remaved, M.0D. and Pharmacy
will then be notified. Al nursing staff will be
inscrviced on 12/13 & 12/15/10 as te insure
compliance.

i Te ensure that the solutions are sustained,
i thc Pharmacy will continue their maonthly audits,

and night shift nurses will continug bl-menthly

Cempletion Date:

oudits. Q.A, committee will oddress any problems.. .
I

4y m SUMMARY STATEMENT OF DEFICIENCIES it PROVIDER'S PLAN OF CORRECTION (%5)
PREMX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICM) TAG | CROSS-REFERENCED TO THE APPROPRIATE . batE
DEFICIENCY)
[
F 425 Continued From page 16 F 425
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DEFICIENCY} '
F 425} Contirued From page 16 F 425
and remove all expired medication from the
medication cart and return them to the pharmacy.
LPN #5 was unaware the 13 Thera Tablets had
expired. The LPN further stated resident #13 had
received the expired Thera Tablet daily since
November 1, 2010.
A review of the fadility's policy for expirad
medications, dated May 2010, stated all
I outdated/expired medications were required to be
stored separately from other medijcations until | : i
destroyed or returhed to the supplier. ' :
CF 431 48380 (d) (@) DRUG RECORDS =~ 7 "1 ™ F 431 e SR
£3=0| LABEL/STORE DRUGS & BIOLOGICALS '
: F431
The facility must empley ar obtain the services of
a lieensed pharmacist who establishes & systern All non-labeled potties wers
of records of receipt and disposition of all removed and re-ordered on
| controlied drugs in sufficient detail to enable an ‘ 11/16/11.
accurate reconciliation; and determines that drug ,
recerds are in order and that an account of all " All medication carts were
confrolied drugs is maintzined and periodically i cudited that day for any
reconciled. ' further nonabeled bottles
‘ and none other were found. !
Drugs and biclegicals used in the facility rmusat ba The pharmocy also completed : |
labeled in accordance with currently accepied a monthly cart audit op 11/16/10. :
professional principles, and include the ;
' approprigte accessory and cautionary Ta ensure that this deficlt proctice
| Instructions, and the expiration date when does not re-occur, the night shift
applicable, nurse will complets o bi-monthiy
: cart audit. The medicotion bottles
In accordance with State and Faderal laws, the , Wil be checked for opening date
facility must store all drugs and biolegicals in ! and any found with na opened
locked compartrents under proper temperaturs | ! dotes will be removed. Pharmacy
conhirols, and permit only authorized persennei to | ‘will then be notified. All nursing |
have access to the keys, | !sza_ﬁ’ will be inserviced on i
' 12/13 & 12/15/10 o5 to ensure
The facility must provide separately locked, compliance.
permanently affixad compartments for storags of ‘
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(XA SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION {8
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' DEFIGIENGY) '

F 421 | Continued From page 17 431 To enzure that the solutions are

controlied drugs listad in Schedule Il of tha sustoined, the pharmecy will i
Comprehensive Drug Abuze Pravention and continue their monihly audits.
Control Act of 1976 and other drugs subject to Q.A. committee will be eonsulted
abuse, axcept when the facility uses single unit on any problems. '
package drug distribution systems in which the
quantily stored is minirnal and a missing dose can
be readily detected.

" Completion Date: 12/15/10

This REQUIREMENT is not met as evidenced
oy :

'| Based on ohagrvation, intarview, and recdrd
review, it was determined the facility failed o
lzbel, date, and stors all drugs and biclogicals iri
accordance with currently acoepted professional ,
principles. One (1) vial of Hep-lock solution and |
twelve (12) botiles of liquid medication had been
opened and avallable for use; however, the
meadications wers not dated to indicate fhe date
the bettles were opened,

The findings include: .

Observaticn on November 10, 2010, at 1115 0.m.,
of the facllity's medication rooms/carts ravaaled a
30-milliliter (ml) vial of Hep-lock golution had bean
opened and remained avaiiable for use. Further
| observation revealed the vial falled to indicate the
: date the vial was opened,
. Continued observation revealed three bottles of i
} liquid Megace, three bottles of liquid DeChiar DM, ; ;
! one baoitle of liquid Milk of Magnesia, one battle of :
i ! liguid Vitamin C, one bottle of liquid Thera Plus,
i one baftle of liqu}d Ferrous Suffate, one botile of
1 liquid Enulose, and one bottle of liquid Nysztatin
[ had been openad but were not dated to indicate
1 when the bottles weare opened.
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| LEFIGIENCY) '
F 431 Continued From page 18 F 431’

interview on November 10, 2010, at 1.2 p.m,, ;
with LPN #4 revealed all liquids and vials were !
required {o be dated when opened. '

Interview on November 10, 2010, at 2:00 p.m.,
with the DON revealed staff was reguired lo dete i
all liquids and mult-dose viale when openisd,

The faciity failed fo provide a policy regarding the
requirement of dating liquid medications;

however, a policy was provided that revesgled all
= multiple-dosavials for Injection'were 1o be dated -
when openad and discarded after 28 days. ;
F 463 | 483.70(f) RESIDENT CALL SYSTEM - . F4ea;
ss=e | ROOMS/TOILET/BATH " i Fas3

i Noresident was identifled as being affected
by shart cords on call lights. Cords were

| reploced in shower room 2, Team I unit,
women'’s shower, Team H! unit, men’s shower,
room 106 bathroom, and room 145 bothroom
on 11/.‘101’10,

The nurses’ station must be equipped to recelve
resident calls through a communication system
from resident rooms; and toilat and bathing
facilities i

This REQUIREMENT is not met as evidenced | \
by: ) l Any residant could be affected if coll lights
Based on observation and interview, it was | n any orea were too short for easy access.
determined the faciity failed to maintain A visual inspection on 11/10/10 by the
accessible/fully functional call light systarms in raintenance and housekeeping supervisors
residents' bathrooms and in the shower rooms. did not reveal the need for additional cords.

: Staff wilf Be inserviced on the necessity of

‘ immediate reporting of any problem with coll

| fights on 12/13 & 12/15/10. On 12/3/10,
maintenance supervisor wos also inserviced an

l prompt repairs, Steff will eontinue to record

| regular repairs en list ovailable in eoch nurses’

The findings include:

] . .
| Observations during the environmental tour on

| November 8-9, 2010, revealed in shower room 2,
; on the Team il Unit, the emergency activation pull
| cord protruded from the wall approximataly six

| inches, Observation on the Team NI Unit ; station. ) .
revesled iffthe women's shower room the | Maintenance will be notified of any immediate
emergency activation pulf cord protruded from the reed for repairs,
- ; i :
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F 463 ) Continued From page 19

wall zpproximately six inches, and in the men's
shower room the emergency activation pull cord
axtendad approximately three inches from the
activation switch.

| Further observation revealed in resident room

. 106 the bathroom emergency call bell did not

! have a pull cord and in resident room 145 the

" bathroom emergency activation pull cord only
extended out from the activation switch

L approximately threg inches.

" Interview on November 10, 2010, at 1020 a.m,,
. with the Maintenance Supervisor (M3} revesled
"the MS checks the call bells on a2 waekly basis,
_The MS stated a clipboard was kept at each
nurses' station for staff to document any ifems in
. need of repair, The MS stated he/she was not
" aware of the damaged/missing call bell pull caords.
F 485 | 483.70(k)
§8=F : SAFE/FUNCTIONAL/SANITARY/COMFORTABL
i E ENVIRON

""Tha facility must provide a safe, functional,
sanitary, and comfortable environment for
_residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:

; Byased on abservation and interview, the facility
failed to provide effective housekeeping and

" maintenance services necessary to maintain a

. sanftary, orderly, and comfortable interior. Dogr

| knobs were loose in four (4) resident rooms, the

! comrnode basins were stained in five-{6) rasident
bathrooms, a showar curtain was stained, a
commode seat was chipped, and holes ware
observed in two (2) resident rooms.

F 483 ~Hour2keeping sdparvisor will monitor rooms
i weekly for needed repairs. The administrator/
designes will do dally observations for needed

| repairs pius complete o thorough quarterfy

" inspection. QA committee will be asked for
solutions to any ongoing problem.

Dote Corrected: 12/13 & 12/15/10

F4es

F AB5| N resident was identified as belng affected by
the following environmental issues. The door
knobs to resldent hathroom doors 111 and 144
and entry doors to resident rooms 155 and 158
were repalred ar replaced on 12/7/10. Commodes
in residert rooms 102, 110, 143, 144, and 151
will be replaced by 12/22/10. Holss in resident
rooms 146 and 106 were repeired on 12/03/10.
Stain was removed above 145 bathroom base-
boord on 12/06/10. Shower curtain in Team Il
shower #2 wos replticed on 12/8/10. The light
above sink in resident room 1093 was repaired

_on 11/10/10. Commade seat was replaced in
resident room 106 on 12/3/10. Walipaper border
and wall was repaired near room 108 an 12/8/10.
Faucets repaired In Team I women’s shower on

e ' 12/3/10. Room 111 sink faucet will be reploced

by 12/22/10, Tissue paper dispenser wos replaced
in resident room 116 on 11/12/10. Naif removed
- from resiclent room 120 woll on 11/10/20.
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F 485 | Continued From page 20 F 465 | Any resident could be affected if the environment
. S is not kept safa/functional/sanitoryfeomfortable.
- ; done by
The findings include: A visun! building inspection was
findings housekeeping and maintenance on 12/3/10 and
During the environmental tour of the facility on the need for additional repalrs was not identified,
November 8-10, 2010, the following items were A complete inspection fqr any needed repoirs
cbserved to be In need of repain ‘ will be done by the administrator/designee by
’ 12/22/10.

-Door knobs were loose on the bathroom doors in ‘ me—— '
resident rooms 111 and 144 and the entry door to Staff will be inserviced on 12/13 & 12/15/10 on the
resident rooms 155 and.158. importance of and procedure for reporting needed
-A blackish stain was cbserved oh the commode r ’"""";’l; :;n”:g;i;f:; ':ii"::;i:zf:;;:’:: P

o 1 r} rncart
. Eg?m of r(?s_fi?nf_r_o _nj = 0?‘ .110 143_, “‘Mfand Jomn e e | oOldires800! daily by maintenance worker.
Holes were observed in the wall above the hean Muaintenance supervisor was inscrviced on 12/3/10
of the bed in resident room 146 and beside the air about timely repairs.
conditioner In resi r 106. . .,

-A brownis;lgt;ic\irean: o%?s;nwed above the Housekeeping and maintenance supervisor wil
baseboard in the bathroom of resident room 145 monitor the building doily for needed repairs.

-The navy shower curtain in shower 2 on the Administrstor will observe doily and do a complete

Team 1l Unit was stainad with 2 white unkrown guarterly inspection of the bufiding. Any problems

| substance wilf be presented to the QA comimitiee for

' “The light above the sink in resident room 103 i: solutions. . J

f would not turn on, " compfetion Date: | 112/22/10

"' “The commode seat in the bathroom of resident . tompletion Date; ‘ l

. roomn 108 was chipped/scratched. |
-The wall papet border was torn, exposing
cracked drywall near the entry door of resident
room 108,

“The sink faueet in the Tear Il Unit wornen's
shower room was logcse,

-A brownish stain was observed on the sink
faucet in resident room 111,

-The tissue paper dispenser bar was missing in
resident bathroam 118, ;

-A nzil was protruding from the wall al the
entrance to the bathroam in resident rcom 420 . e
interview on November 10, 2010, at 10:20 am, | '
with the Maintenance Supervisor (MS) revealed a ¢
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: DEFICIENCY) :
F 485 Continuad From page 21 F 485
clioboard was kept at each nurses' station for
staff o document any items in need of repair,
The MS stated the MS made rounds twice a day
to check the cliphoard for items in need of repair.
The MS was not aware of idantified areas i1 nead
of repair.
F 602 | 483.75(} 1) PROVIDE/OBTAIN LABORATORY F 502
s&=p [ SVC-QUALITY/TIMELY J—
The facility must provide or obtain laboratory
services to mest the needs of its residents. The O /1010 3 physican orderfor
facility is respensible for the quality and timeliness was drawn and the results reported ta
S T thzsphysr“ciun P N
. . . A lab cuelit leted | patiepts
This REQUIREMENT i not met as avidenced of et 45' M0.0. amd ,,;’J;‘:,f,j"m',ss,,,g
by: o
Based an obsefvation, inferview, and record Laboratary tests were found.
review, it was determined the fadlity failed to ,
obtain Iabor.atory services o meetf thz’a rneeds of g’;;:g?;::fztfﬂ;c:’;:;;f ‘;;::2;1:, ace
one {1) of eighteen (18)_s§mpled residents. ‘ any labaratory arders on the lab book as
Resldent #3 had a physician's order for a Fastitg weil as the lab card for the dote ordered
Lipid Profila to be obtained, However, the facility Staff will be inserviced 11/13 & 11/15 /16
failed to obtain the [aboratory test. )
NI . The D.O.N./Suparvisor or their decignee
i T.h & findings include: will complete a 10% of the census, lab
| A review of the madical record for resident #3 ‘;’gj::ﬂ,ﬂ;’;;h,:; 10% of census
' revealed the resident had been admitted to the the availability or non-avoilehility of the
! Facility on December 22, 2010, with the followirg epecimen, For any absent labs they will
diagnoses: Qoronary Artery Disease, Cersbral notify rh»a' ARH Lab and obtain duplicate
Vascular Accident, Cerebral Aneurysm, and copies to be reparted to the M.D. If at any
Hypertension. “I.'h‘e medioal record further time o loh has not been abruin.ed it wilt
revealed a physician's order dated September 15, . immediately be drawn and M.D, notified
2010, for a Fasting Lipid Profile to be dravmn and  ame continued issues will be roviewed
repealed every three menths. Howaver, thers b E A committee
was no evidence the laborafory tesf had baen y - : 12/15/10
conducted, Completion Date: ’
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An interview conducted on November @, 2010, at
1:35 p.rn., with the Nurging Supervisor (NS
reveaied after the nurse received a physician's
order for a iaboratory apecimen the order was
placed oh an index card. The NS or her designee
was then responsible Tor placing all laboratory
orders from the index cards onio the |2borstary
calendar for the laboratory specimen 1o be drawn,
The NS further stated hefshe had failed to add
the Fasting Lipid Profile to the calendar for :
resident #3, The NS further stated the facilfty hsd
an audit nurse who worked two days every month |

orders. The NS stated the audit nurse had not ‘
been aware of any rnrssrng laboratory specimens
for resident #3.

A review of the laboratory policy tited NHGS
Laboratory Policy, with no date, revealed the
policy did not address & timeframe for obtaining
| routine ordered labs. The policy stated
physician's orders shall ba followed,

00y 1D SUMMARY STATEMENT QF DEFICIENGIES : D PROVIDER'S PLAN OF GORRECTION (x5
PREED! (RACH DEFICIENCY MUST BE PRECEDED BY FULL i PREMIX {EAGH CORRECTIVE AGTIOM SHOULD BE . COMPLETION
TAS . REGULATORY DR L8C IMENTIFYING INFORMATION) - TAG CROSS-REFERENGED TO THE APPROPRIATE PATE
: DEFIGIENGY}
A
F 502 | Continued From page 22 F 502

oAy G rEd Al ahiars for mitssing lEborateyy
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Hrtadimet +or F- 22

Physical Restrein Re-Asscssment

1, Reason for restraint (medical eondilion/sympmorm);

2. Type of restraint: e o
3. Periods of day/mipht nsed: e -
4, Kesident location during periods ofuser . .
5. Iesident response o restraint; -
6. Ls physical functioning cnhanced by resrraint use? (explain) _
7. Is physical functioning diminished by restruint nse? (explain) : —
3. Is resident involved in restorative pursing program? {identify)
S List all less restrictive altematives attermpred PRIOR to initiation of physical restraint:
lesident response to atternatives; (explainy e e e .
10. When were Iess restrictive shematives Tast attempted?
QA Evaluation:
. Physician order entifics:
Medical condition/symptom wartanling use efresraint (Yesy  (No)
Type of restrain: (Yes)  (Na)
When to use restraint: (Yen)  (No)
Release schedule: {(Yer)  (No)
12, Physica) Resiraint RAP completed or reviewsd? (Yes)  (Ne)
Addresses risk/bene i of use? , {Yes)  {No)
Reviewed guarterly? (Yes) (Nu)
Revised as needed? (Yos) (N
13 Interdizciplinary Care Plan identifies:
Nursing maasures? (vest o (No)
Monitoring of effcctivencss? Yesd  (No)

Monitoring of physical functioning? ~ (Yes)  (No}
Moniloring of psychasocial cffeas?  (Yes)  (No)
Reviewed/revised at least quarterly? {(Yes)  (No)

rnta

Resident Name Room # Physician
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NIM HENSON GERIATRIC CENTER

RESTRAINT PROGRAM

Policy: ~ Nim Henson Geriatric Center supports the belief that our
residents will be free from any physical or chemical restraints imposed
for purposes of discipline or convenience, and not required to treat the
resident’s medical condition. The use of a physical restraint requires a
assessment, physician's order and written informed consent of the
_resident's family or legal representative.

Restraints may be used for emergency care for brief periods to
permit medical treatment to proceed unless the facility has a notice
indicating that the resident has previously made a valid refusal of the
treatment in question. If a residen('s unanticipated violent or aggressive
behavior places him/her or others in imminent danger, the resident may
be restrained as a last resort te protect the safety of the residents or
others. This restraint must not extend past the immediate episode.

Purpose:

To provide each resident of Nim FHenson Geriatric Center with the
opportunity to reach his/her highest practicable well-being and the
highest possible quality of care by permitting them to take the “normal
risk of everyday life”. -

POLICY: Restraints will be used

1. As a last resort measure after a trial period where alternative,
Tess restrictive measures have been undertaken and proven
unsuccessful.

2. With a physician's order. The physician is involved in
determination of medical condition/symptoms that may warrant
the use of restraint and is included in the assessment/decision

making process. A physician/s order will include:

Received Time Dec. 9. 2010 5:32PW No.48?_1
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a. Type of restraint

b. Specific medical symptom requiring the restraint

¢. When the restraint is to be used

d. Visual checks every 30 minutes and release every 2 hours for

routine care

3. With the informed consent of the resident or legal representative.
In an emergency, the nurse shall obtain verbal consent from the
resident and /or legal representative and record this consent in
the resident's record. Social Services will be notified to obtain
informed consent for the use of the restraint on the next business
day. In the event that the Iegal representative cannot make a
visit to the facility to give written consent, the form may be faxed
or mailed to the appropriate location for a signature. The
resident and/or legal representative will provide authorization by
signing the informed consent for the use of physical restraint.

4. When the benefits of the restraints outweigh the identified risks,
and a assessment has been completed. Alternate, less restrictive
interventions that may be incorporated into the plan of care
include, but not limited fo :

a. Restorative nursing care to enhance ability to stand safely and
or walk with out assistance.

b. An over bed trapeze to increase bed mobility.

c. Positioning the bed lower to the floor, use of mats

d. use of alarm device that monitors attempts to rise

e. Scheduled toileting program to assist residents to toilet on a
routine schedunle

f. Pain management program

g. Frequent staff monitoring while the resident is unattended
h. Use of visual and or verbal reminders to use the call bell for
residents who are able to eomprehend and retain this
information

I. Use of mattress with elevated perimeters

j- Use of alternative seafing to maximize position and control
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5. Resident's who are restrained will be monitored at least every 30
minutes. Restraints are to be removed at Jeast every 2 hours for
10 minutes. At this time the resident is foileted, repositioned,
ambulated or passively exercised as is appiopriate for him/her.

6. Notification of the DON/Supervisor/SSW for new restraints shall
- be noted with the communication form. |
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NIM HENSON GERIATRIC CENTER
RESTRAINT COMMITTEE

POLICY STATEMENT:
To assure compliance with Nim Henson Geriatric Center's Restraint

Program Policy and Procedures.

The following disciplines will be represented on the committee.
*Nursing . *Activities *Admipistrator

*Social Services = * Physical Therapy(prn)

* MDS Coordinators

PROCEDURE:

1. The Restraint Committee will meet monthly with QA to assess
residents regarding their need for and type of restraint use. All
residents who are using restraints will be assessed according to
MDS assessment schedules, and the MDS Coordinators will be
responsible for correspopding dates.
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Restraint Use Assessment Form
|.What is the specific medical symptom or clinical problem that
the use of restraints will address?

3 Whal is the clinical outdome or end point desired?

3. What alternative measures have been attempted?

4. Is there a physician’s order listing type, reason and when

restraint is to be used?
5.Has the resident or resporsible party consented to restraint usc

. and been informed of potential risks and benefiis of use,
alternatives to use and how the use of restraints will treat the
medical symptom and assist the resident in attaining his/her
highest practicable level of physical or psychological well-
being? .
6. Is the least restrictive restraint being used for the least amount of
time? List restraint and explain.

7. Do the benefils outweigh the risk of restraint use for this
resident? ] -

8. This resident does_ | doesnot qualify for
restraint use.

Nurse : Date

Resident: .
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PHYSICAL RESTRAINTS

DEFINITION: A physical restraint is any manual methed or physical of mechanical device, material or
equipment attached or adjacent to the resident’s body that the individual cannot remove easily which restricts

freedom of movement or normal access to one's bory.

restraints have been discussed with

The following benafits/risks of
{surrogate/decision maker).

(resident), and/or

Reasan for use:
How restraint would treat medical symptom:

How restraint would assist the resident in attaining/maintaining his/her highest practicable level of physical or
psychotogleal well-being:

POTENTIAL BENEFITS:
1. Enable bed mobillty B, Enabla/Assist with transfer in/
2. Enable independent wheelchair mobility out of bed,
3. Enable better sitting balance, positiontng or mobility 9. Enable resident to feel

4. Enable to sit still leng enough to feed salf secure by setting bed parameter
5. Treat life threatening problems: Dehydratifin, electrolyte imhalance, urinary blockage, re-fracture, and
severe violence to self or others.

6. Prevent removal of tube or treatment:
a. Catheter ¢. Oxygen mask/cannula e. Gastrostomytube
h, Vs d. Nasogastric tube . Dressings
7. Other;
POTENTIAL RISKS:
Dedline in resident’s physical functioning ard musle condition.
Contractures, loss of bone mass, fractures
increased incidence of infections
increased risk for development of pressure sores
Delirfum
Agitation
incontinence
Increased risk for falls or head trauma, strangulation, entrapment
Loss of autenomy, dignity, and self resbect
Withdrawal, depression, reduced social tontact
. Other:

1.2. Skin tears bruises
13. Climbing over rafls

L@oNen AN

A
o

I understand that { have the right to refuse use of a physical restraint/bed rail, and | have been fully
informed of the above risks and benefits relatad to usage and the consequences of the non-use of
restraints/bed rails. After careful zonsideration-of the information provided to me, | hereby (initial one):
‘Give my consent for the use of restraint{s}/bed rails

Refuse ta give my consent for the use of restraints/bed raits

Date: Resident,
Date surrogats Declsion Maker
Data Nurke

RESIDENT'S NAME: PHYSICIAN:

Received Time Dec. 9 2010 5:32PM NO.QSN
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Restraint Committee Meeting / Elopement and alarm meeting

Date:

Attendance roster

New restraint

orders

List residents who continue touse a

restraint.

After review are any D/Cor red uctions to be

made>

Received Time Dec. 9 2070 5:32PM No. 4821



I" -t

AOHA Y Z Yy

QO3 W g pIg

dOtH3d "4 g pug

A0 "M g 181

[ryne——

NHNL ¥ 3SITHIXE
SNIA QL HO4A

T SR

SHH Z B 3svaiay
SHW ot b o

-

[ars

i1l

-

L1

“
A

"~
(Y

i1l Li-£ K-

-4

-t

£

-1

€4

-1k

El-C

SINIYVEISTY
SLAIHS

&= 3[vd

QOIH3L N Z i

Q0 4y g e

QUG Y 2 pug

Adid3ad "Jy g 15|

NHI1 ¥ 3510H3XT
SNIW 0! HOA

SBH ¢ b agyI1ay
VNI O b un

e

ey
'
[N

€ [n¥}

e iy i

[l

£

i1l

S1NWHISIY
LAIHS

| S

« 3y

GOB3d "1 2 iy

QOIHAd "1 2 prg

32PN No. 4821

GOIHAd " 2 puz

QOM I s 2 151

NHNL ¥ 3I8EHIXT
SN OL YO

20105

‘SHH 7 b 35y 33y
EMIF OE B 3D o

9

b

i1E

£-k)

11-E

{11

3¢

1-11

tE-C

E-1

[N

SLNIVHISaH
SidHHS

B EIILTE

NYEDIS I HA

= 3lva

MOQH

133HS MOT438YD LINIYHISTY




- ol

Physical Resfraint Re-Assessment

T, Reason for restraint (medica! condition/symptom):
hy Type of restraint: ' s
1, Periods of day/night used: e =
4, Resident location during periods of user . e e e bt —
5. Resident response 10 restrainlc - J—
6, Is physica! functioning enhanced hy restraint usc? (explain)
7, Is physical functioning diminished by rustrain une? (explain) —_—
8. Is resident invalved in restorative nursing pragram? (identify)
9. List all esg restrictive allernatives anclﬁp‘(ed PRIOR to inifiation of physical rostraint;

Resident response 1o alicmalives: (l:xplili';}r:_,- ‘ ~ T [
10, W hen were less rcs(ric!i\re. alternatives lost attempred?

QA Evaluation:

It Physician order Wentifies:

Medical condition/symptom warmanting use af restraint: (Yes)  (No)
Type ol restraint; (Yes)  (No)

When 1o use resiraint: : {(Yes)  (Noj
Release schedule (Yes)  (No
12, Physical Restraint RAP completed or reviewsed? (Yes}  (No)
Addresses riskehbencit of use? (Yes) (No)
Reviewed guaricrly? (Yes)  (No)
Revised as needed? (Yes) (No)
13, Inierdisciplinary Care Pion idemifies:
Nursing measures? (Yesy (No)
Monitoring of efTectiveness? (Yes)  (Nod

Monitoring of physica! functioning?  (Yest  (No)
Monitoring of psychosocial efTects? {Ycs)  (Ne)
Reviewed/revised at Jeast guancrly? (Yes)  (No)

Residenl Name Room # Physician

Received Time Dec. § 2010 5:32PM No. 4821



QUARTERLY PHYSICAL RESTRAINT ELIMINATION ASSESSMLNI |- ol

1. Cancidale for restraint reduction or elimination program? ____Yes __No
If YES, Date program lo starl _ f_f

LU

Pian of actior: _ ‘ - — —
[ e
Less restrictive mcasul arc to be uscd L e
[[NO, state specific reason of targeicd behavior: | _ e —
e Z—Add itional comments! [ —
Nurse's signalure; . [ ——— Date: S
tknznnttlt!Hr-vnanttmuwtni’-oTttnsﬁuwtmnw¢o-..-qwtuumunnm n-nuuunniv-kvﬂ-w-n-unmvvﬁvttntutllﬁ
I, Candidate for restraint reduction ot elimination program? ___ Yes _ No
{f YES. Date program to start ___/ l
Plan of acticn: _ . P ——
_ J——
Less resirictive measure 10 be uscd: . R [—
If NO, state specific reason or targeted behaviot: o ———
— I )
2. Additional comments: . e ——— e
o W—-‘
B T T T Dale:

Nurse's signature:

ES— R — =
tq**vwt-tnlutanmtm@ttqur.r-tlletln*lrttmeurqmt!wﬂ:mmnk#nnlwﬁnﬂ hkeh il

qMnlumt!t)niwlnvmmtrvqtttn*tti:wt:t

1. Candidate for restraint reduction or climination program? ___ Yes __.No
[f YES, Date program to siac L
Plan of action: e . —
e ———————————
. R —
Less restrictive measure to be used: I —
If NO, state specific reason or targcted behavior: . — _ ——
— — IE— —— M.‘W’“
7. Additional comments: — —e ———
e — s = — ——— e — p— e ey e, P W —— T T = ul ——
—_ —_— —n - e et T
Nurse's SIghature: o . Vale! e N
L4 lwtnmk!mn--mrnytwuuwf&v*mﬁvunwﬂ*nw 'qu tmnww*&wwntht#t?#i!t!**tt!*t#h\ltt!ﬁt# *ﬁn*"****l**'*
| Ceandidate for restraint reduction or clirnination program? ____Yes Na
1§ YES, Date program Lo statt T S
Plan of action: R — e ————

Less restrictive moasurc to be usedt _ —
IF NO, state specific reason of targeted behaviof: _ —

2. Additional cominents: . P ——

Date:

= e . My R

. Nurse's signature:

Received Time Dec, 9 2010 D:32PM No, 4827
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MONTHLY MEICATION CART/LAB
SUPPLIES AUDIT

OUTDATED MEDS

MEDS REORDERED

LAB SUPPLIES OUTDATED/REORDERED

IV CARD AUDIT
NURSE'S SIGNATURE:
DATE:
TEAM:

70 BE DONE BY NIGHT SHIFT NURSE THE FIRST
AND THIRD WEEKEND QF THE MONTH AND
TURNED IN TO SUPERVISOR

Received Time Dec. 9. 2010 5:32PM No. 4821
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DENTURE PROTOCOL

Copy of dental assessment comipleted will be given to SSD for all
resident’s admitted with dentures.

For residents with dentures:

At bedtime the CNA will assist with removal or ensure removal of
dentures and placement in denture cup.

When getting resident’s up in the morning CNA will assist or ensure the
removal of dentures and place in the denture cup. (If resident is alert
and oriented and requests to sleep in their dentures they are to be
permitted to do 50)

When getting resident up in the morning CNA will assist or ensure that
residents dentures are placed in their mouths.

When discarding trays staff will verify that dentures are not wrapped in
napkins on tray.

When dentures are missing:

1. The residents’ room will be thoroughly searched.

2. CNA will report to nurse.

3. Nurse will report to the Social Worker via communication form

4. Social Worker will notify family of the missing dentures.

5. Social Worker will schedule a dental appointment for resrdent as

soon as possible (transportation considerations).

Social Warker will notify nurse of appomtment so transportation

arrangements can be made.

7. Social Worker will conduct interviews to attempt to ascertain
what occurred with the dentures. | ,

8. Resident/and or family will be notified of cost to identify payment
source by social worker.

o,

Received Time Dec, 9 2010 5:372PM No. 4821
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Nim: Henson. Geriatric Facility

DENTAL RECORD
|

| ‘ — . STATUS UPON ADMISSION ' -
Admission date / / Resicdent DOB or Age Sex Race
Date of first mspection by attending nurse / /
- CONDITION 1" zopT - . - D
TEETH NO I'RESENT ~Faor, e Tt TISSUR PINIKL RED SWOLLEN | COATED
LR Quad Tongue
LR Quad " | Gume
UL Quad Checks
LL Quad Lips

SORES PRESENT: [Yes [No I yes, deseribe
BREATH: [JNoodor []Foulodor SALIVA: [ Clear, fluid  [] Thick, ropy
DENTURES: [} Resident docs mot have/wear dasures

M Full Upper ] #ariinl upprs 7] Diesrurc: 2re marked with indtiele
[ Full Lower [_] Parrinl Lower ] Dentures are not marked with intemls
7 Wora full time [J Worn only when sating [ Resident wifl not wear; explain:
] Wern part time [T Remevwed for eating
ADDITIONAL COMNIENTS:
Auending Nurse / /
Signawurce/Title Date
| : PR ' ‘ DENTAL CONSULTANT REPORT
RE="1
EXTRA-ORAL EXAMINATION , ) L INTRA-ORAL EXAMINATION
QF THE HEAD AND NECK A OF TIHE ORAL CAVITY
[1 Facial conzour and symmesry [ Vestibule

[ Tongue and floorof mouth

] Temporomandibular joint
[ Hard and soft palite

{"] Parotd glands and preausicular

nodes " & ] Pharyex and ronsil:
"] Mandible £ 3 3 [ Gingiva
[ Neck and cervical lymph nodes mEnr Easr § [} Teeth
(LI Lips F ] [[] Oral bhygiene
n
EXAMINATION RESULTS/COMMENTS:
LECOMMENDATIONS: -
APPROAIMATE COS'Tt
[ Appeintment set 1o perform recommended procechures | / / '
E] Recommended proccdurcs comp]ctcd / / .
] Recommended procsdures [nigiated / / O Retura follow-up appoinrment / /
Deral Copsulcant ) . ' / /
Signxlgllrc/Ti;lc i - . Ve
Addres - ‘ ] : A Fhane

NAME-Lag —- . Firsc " Middie Aupading Physieian . ) [C]\M‘RNI‘L .

Received TinesDec. 552010 5:32PMo. 460 . 217.987-2001
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NIM HENSON GERIATRIC CENTER
LABORATORY POLICY
}. OBTAIN ORDER FROM MD

5 IMMEDIATELY PLACE ON THE LABORATORY BOOK AS WELL
AS THE LAB CARD THE DATE DUE

3. FORWARD THE ORDER ONTO THE APPROPRIATE
PERSONEL(DON, SUPERVISOR OR DESIGNEE) FOR
NOTIFICATION

4. THE DON, SUPERVISOR OR DESIGNEE WILL COMPLETE A 10%
AUDIT MONTHLY OF LAB ORDERS

s AT THE END OF THE MONTH THE DAY SHIFT NURSE WILL
PL ACE THE LABON THE CALENDAR FOR THE NEXT MONTH
AND FORWARED A LIST ON TO THE DON/ SUPERVISOR

6. ROUTINE LABARATORY DATES MAY BE ADJUSTED PRN TO
DECREASE AMOUNT OF BLOOD DRAWS TO PATIENTS

Rece ived Time Dec. 9. 2010 5:39PM No. 4871




PRINTED: 11/30/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 0938-0381
STATEMENT OF DEFIGIENCIES {%1) PROVIDER/SUPPLIER/GLIA (X2} MULTIFT & CONSTRUGTIGN (X3} DATE SURVEY
ANGY PLAN OF CORREGTION IDENTIEICATION NUMEER; COMPLETED
A BUIEBING 01 < MAIN BUILDING 01
185112 B WING 11/08/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TRME, aEeorlm =
NIM HENSON GERIATRIC CENTER 420 JETT DRIVE AL T
- ' JACKSON, KY 4131
(X431t SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'Y -L@ Of CORRECTION, -
PRERN (EACH DEPICIENCY MUST BE PRECEDER BY FLILIL PREFIX (FACH GORREETINE ACTICN sHoULDBE /1) oo
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENEES 1O THE APPROPRIATE
JEFICIFNCY.\ ;
. ] Civision of Heal
K 000 | INITIAL COMMENTS : Koco Southern Enforcemg:xfc Branch
A life safety code survey was initlated and :
conchided on Novernber 9, 2010, for cormpliancs '
i with Title 42, Cede of Federal Regulations,
| §483.70. The facility was found not to be in
: compliance with NFPA 101 Life Safely Code,
P 2000 Edition.
Deficiencies were ¢ited with the highest deficiency
identified 2t "F" level,
IK 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025: xn2s
S8=E
7| $moke barniers are consfrucfed o provide at | Mo individua! resident was identified as being
izast a one kalf hour fire resistance rating in i affected by this proctice. Teamn N duct work
accordance with 8.3, Smoke barriers may | thru firewal! will be replaced by 12/22/10.
terminate at an atrivm wall, Windows arg | Teom ! firewall will ba sealed by 12/22/10.
protected by fire-rated glazing or by wired glass
‘ paneis ard steal frames. A minimum of twe Any resident could be affected if MFPA 101 Lifa
separate compariments are provided on each iSafety Code Standard is not adhered to.
fioor, Dampers are not required in duct ,
penefrations of smeke barriers in fully ducted ‘Malntenance Supervisor Inserviced on performing
! heating, ventilating, and air conditioning sysiams, prompt maintenance to any areas pertaining to
110.3.7.3,18.3.7.5, 19.1.6.3, 18.1.6.4 NFPA Life Safety Code Standard on 12/03/10.
; |Malntenance Supervisor will monitor building
iduring routine maintenance for ony smoke
barrier problems.
|
This STANDARD is not met 23 evidenced by: The Administrator/Designee will monitor the
Based on observation and interview, the facility building quarterly for compllance. The QA
failed to maintain smoke barriers with 2t least 2 ‘Committee wilf be asked for solutions to any
one-half hour fire resistence rating as required. pearsistent problem,
The facifity failed fo ensure that penetrations
above fire/smoke barrier dogrs were properly Completion Date: ‘12/22/10-
sealed, This deficient practice affectad four (4) of !
six (6) smoke compartments, staff, and :
spproximately fifty (80} residents. The facility has
the capacity for 120 beds with & census of 81 an :
! the day of the survey. :
: o )
MBORATOR(/QIWW?DT R REP;R?NTATI\/E‘S SIGMATURE / i /LTLE _ (¥B) BATE
".’4/ Chaa« /Y v.-ff/’bﬂ e ‘ . ‘,W /02 "f"/a

Any deficiency staternsni andihg with an gsterisk () denotes a deficienay which the institution may be exeused fram cormacting providing !l iz defarmnined that |
aothar zafeguards provide suffiCient protection.ta the patienta, (See instruatians) Excepl for nursing homes, the Andings stated above are disclosable 90 days
Following the date of survay wiether or not a plan of comrection is providad, For nursing homes, the above findings and plans of comection are dizcicsable 14
ctays following the date these doctiments are made avallable to the facility. If deficiencies ara cited, an approved plan of commation it requisite {o continued
program participation,

FORM CMS-2567(02-85) Previous Versions Obaolete Even: ID:V3RG2T Fasility 1D: 100040 If continuation sheet Page 1of 7
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. PRINTED: 11/30/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENT=RS FOR MEDICARE & MEDICAID SERVICES ' OMSAIT\IECi Ug?gs 0391
] = X3)
STATEMENT| OF DEFICIENCIES o) PROVIDERISUPFLIERICLIA (X MULTIPLE CONETRUCTION { CUMPLEI’ED
AND PLAN 0&’ CORRECTION IDENTIEICATION NUMBER: A BUNLDING 01 - MAIN BUILDING 01
185112 - |BwNG | 11s08r2010
NAMFE OF FfROVIDER OR SUPPLIER STREET ADDRESSI, CITY, 8TATE, ZIP CODE
420 JETT DRIVE

NIM HENSON GERIATRIC CENTER JACKSON, KY 41338

o SUMMARY STATEMENT OF DEFICIENGIES I PROVIGER'S PLAN OF CORRECT}ON | s
égéﬁf& {EACH DEFICIENCY MUST BE FPRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE i COMSZ_EEON
TAG REGULATORY OR LSG IDENTIFYING INFORMATION]) TAG CROSS-REFERENCED TO THE APPROPRIATE ‘
] DERGCIENCY) i
i , n
K 025 Continued Frorm page 1 K025

The findings include:

During the Life Safaly Code survey on Novpmbe?r
@, 2010, at 12:00 p.m., with the Director of
Maintenance (DOM), unsealed ductwork was
observed penctrating the fire/smoke barrier wall
above the Team lil cross-corridor doors.
Firefsmoke barrier walls must be properly 5
maintained to prevent fire and smoke from !
spreading to other areas of the facilty. Dufing the‘
survey two unsealed copper fines were observed
penefrating the firefsmaoke barrier wall above the |
U EFEES TorHYoF ‘Hoors ot e Tasi T Workstatisn ™ o
An intarview with the DOM on November &, 201 0
st 12:00 p.m., revealed the DOM was not aware
| these peneirations should be properly sealed,

| Reference: NFPA 101 (2000 Editicn),

8.3 6.1 Pipes, conduits, bus ducts, cables, wires,
air ducts, pneumatic tubes and ducts, and similar
building service equipment that pass through
fioors and smoke barriers shall ba protecied as
foliows:

{a) The space betwaen the penetrat:ng fterm and
the smoke barrer shall |
1, Be filled with a material capabla of maiktaining :
the smoke resistance of the smoke barier, or

2. Be protected by an approved device designed P
for the epecific purpose. : . i
(b} Where the penetrating itém uses a sleeve 10
penefrate the smoke harrier, the sleave shall be
solidly set in the smoke barrier, and the space
between the item and the sleeve shall

i 1. Be filed with a material capable of maintaining
i tha smioke resistance of the stmaoke barrier, or

2. Be protected by an approved device dealgnnd
for the specific purpose.

i (€) ‘Where designs take fransmission of vibratin |

N 13
| | " |

FORM GMS-2567(02-28) Pravious Vorsions Gbaoista Evait (D VEGIT Raclity 0 900042 It continuation shest Page 2[8t7
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/30/2010
FORM APPROVED
OMB NQ. D936-039

STATEMENT

AND PLAN OF CORRECTION

OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CIIA

IDENTIFICATION NUWRER:

185112

(X2} MULTILE CONSTRUCTION (x3) DATE SURVEY
' COMPLETEDR
A, BUILIMNG 01 - MAIN BUILDING a1
2. WiNG
L 11/09/2610

NAME OF PROVIDER OR SUPPLIER

NIM HENSON GERIATRIC CENTER

STRCET ADDRESS, GITY, STATE, ZIF CORE
420 JETT DRIVE

JACKSON, KY 41338

" periodically,
25,978

This STANDARD is not mat as evidenced by:

! revealed the DOM was nof aware sprinkler heads |
- should be maintained, During the survey paint

: was noted an sprinkler heads at the Team IIf

- nursing station and in the corridor next to room

[ 105, A corroded sprinkier head was chsarved at

cohtinuously maintained in reliable operating

: condition and are inspected and tasted

Required automatic sprinkler systems are 1
1

19.7.8. 4.6.12, NFPA 13, NFPA

i T T T

Based on observation and interview, the facility
failed to ensure that sprinkler heads wera
maintained &= required. This deficient pracice
affecied three (3) of six (6) smoke compartments,
staff, and approximately forty-five (45) residents,
The facility has the capacity for 120 beds with =
cansus of 81 on the day of the survey,

The findings incIL_lde:

During the Life Safety Code survey on November
8, 2010, at 10:00 a.m., with the Director of
Maintenance (DOM), corrosion was noted on the
sprinkler head in the kitehen dish roem and paint
on the sprinkier head in the kitchen mep room.
Net maintaining sprinkler heads can decrease
their abliity to react as intended. An intenview with
the DOM on November 9, 2040, at 10:00 a.m.,

the front entrance of the facility. Lint was l

from sprinkler heads in kitcher mop room, Team

- 1 nurses stotion and in hall next to raom 105 on
11/12/10. The corraded heads were cleancd on
11/12/10. Lint was removed from sprinkler
kead in laondry on 11/10/10,

Any resident could be affected by sprinkicr
freads that do nat work properly; however, ng
speclfic resident wos identified. Al sprinkler
heads were checked for compliance on 11/12/10
by meintenance. No ather problems found.
Landmark Sprinkler will do a complete assessment
.af sptinkler heads during the quarterly inspection
on 1/3/11, Sprinkler heads will be replaced

where necessary.

Maintenonce Supervisor was inserviced on properly
|rmaintafning all sprinkler heads ot oll times on
11/12/10. Londmark Sprinkler will be instructed
te visuaily check oll heads during quarterly
inspections on 01/03/11 and ta replace any thet
need to be. Housekeeping ond Laundry will be
inserviced on keeping sprinkier heads clean on
22/13 & 12/15/10.

Housekeeping, Loundry, ond Maintenonce
Supervisors will do daily monitoring of sprinkler
heads for clegnliness and corrosion. Administrator
Designee wil do quarterly monitoring. Persistent
problems will be presented to QA Committee for
solution.

 Comnpletior Date;

243 1D SLIMMARY STATEMENT OF DEFICIENCIES [s] PROVIDER'S PLAN OF CORRACTION (X5)
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FIJL L PREFIX (EACH CORRECTIVE ACTION SHOULD BE OOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY) ‘ ‘
K 025 | Continued From page 2 K 025
into consldearation, ary vibration isolation shall
1. Be made on either side of the smoke barrier, cr
2. Be mada by an approved device designed for 1062
the specific purpose. o
g : TAN ‘
quig NFPA 101 LIFE SAFETY CODE 5 DARD K 082 Ma resident was ldentified as being directly
it affected by the practice. Paint was removed

,12/22/10
L

FORM Chis-256T(02-9%) Provious Versions Obsotete

Evert K2 veGGE21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES |
CENTERS FOR MERICARE & MEDICAID SERVICES

PRINTED: 11/30/2070
FORM APPROVEDR
OMB NO. 0838-0331

STATEMENT OF DEFICIENCIES (®1) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

{X7) MULTIFLE CONSTRUCTION
A BUILDING 01 - MAIN BUILDING 01

(£3) DATE SURVEY :
COMPLETED

B. WIKG

11/09/2010

185112
NAME DF FROVIDER OR SUPPLIER '

NI HENSON GERIATRIC CENTER ‘

STRERY ADDRESS, CITY, STATE, ZiP COOE
420 JETT DRIVE

JACKSON, KY 41339

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED RY FLUIL!
REGULATORY OR LSC IDENTIFYING INFORMATION;

Ay,
PREFIX
TAG

I FROVIDER'S PLAN OF SORNECTION
PREFIX {EACH CORRECTIVE ASTION SHOULD 5E

TAD CROSS-REFERENCED TO THE APPROPRIATE
DEFICIGNGY)

) 5)
! COMPLETION
BAYE

ohzerved o be built up on the sprinkler haads in :
; the laundry area. The facility was cited on
" Novemper 3, 2009, for paint on sprinkler heads |

' Reference: NFPA 25 (1998 Edition). :

2.2.1.1* Sprinkiars shall be inspected from the
floor level annually, Sprinklers shall be fres of
corrasion, foreign materials, paint, and physical
damage and shail be installed in the proper
orfentation (e.g., uptight, pendant, of sidewall).
Any sprinkler shall be replaced that is painted,

orientation,
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD
£3=F
Generators are inspected weekly and exercised
under load for 30 minutes per month in

accordance with NFPA 88, 3441,

This STANDARD Is not mat as avidenced by
Based on interview and record review, the Scility
failed to ensure 2 weskly written maintenarce
schedule was being performed on the emergency
generator, This deficient practice affected six {£)
of six {8) smoke compartments, staff, and
elghty-one (81) residents. The facility has the

2 capacity for 120 beds with a census of 81 on the
day of the survey,

The findings includa: |
|

K 062 Continued From page 3 : {

e "ccrroded',“d‘ama’ged;'l'oadafd,“"'cr'in‘ th’e‘“’zmpropﬂe&'_ B IR

K 062

K144 -
K144

No resident was identified as being affected
.| by the gencrator inspection schedule.

‘Any resident could be affected by lack of
!inspections according to K144 regulations.

: Maintenarice Supervisor was inserviced on 12/3/10
. on performing generator [nspectiont weekly as
‘ as outlined in K144,

! Administrator/Designee will monitor inspection

! reports monthly for 3 months and then quarterly
! ‘r}" complionce is met. The QA Committee wili be
atvised of any compliance problems.

12/03/10

'
1

Campletion Dote:

|
|
|
I
\
|
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During the life safety code tour on Nevember 8,
2010, at 12:30 p.m.. with the Director of
Maintenance (DON), a record review revealed
the generator meinlznance schedule was being
performed aporoximatsly three times a month
instead of weekly as required. An interview with
the DOM on Novermbar @, 2010, at 12:30 pur.,
revealed the DOM was not aware of the weslidy
maintenance schedule requirement. The facility |
was clted on November 3, 2008, for the samue :
deﬁclent practlce

Referenca: NFFA 410 (1999 Edltlun) l !

B-1.1*

| The routine mainterance and operational esting
, program shall be bzsed on the manufaciurer's

- recommendations, instruction manuals, and the
' minimum requiremants of this chapter and the

| aulherity having jurisdiction

16-3.3

i A written schedule for routing mairtenancs and
operational testing of the EPSS shali be
established

6-4.1%

Level 1 and Level 2 EPSSs, including all
appurtenant components, shall be inspectad
waekly and shall be exercised under load at least
manthly, ‘

545

Level 1 and Leval 2 transfer switches shall be |
operated monthly, The monthly test of a transfer |
switch shall consiet of electrically operating the !
transfer switch fror: the standard position to the |
alternate position. and then & return 5 the ‘

FORW GMS-2587{02-89) Previous Versars Obsoluls Evant i VEGGE21 Fugifity i 100040 It continuatlon sheet Page 5af 7
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adapter (power sirip} in resident room 103, In
addition, power strips were observed to ba in use
with medical equipment in resident rooms 105
and 108. Generally, multiple-outiet adapters with
surge protection may be used for rasident TVs,

but not to be used with medical eqlipment to he=~!p
prevent against electrical shock. a
An [merview with the DOM on November 8, 2010, |
at 11:30 a.m., reveaied the DOM was not awars
of the praper use of multiple- outlat adapters,

mmputemhradfos-etmn'an-as—needed-mvs Rt

Completion Date:.

(%41 109 SUMMARY STATEMENT OF DEFICIENCIES FROVIDER'S PIAN OF CORRECTION s
FREFIX {FACH DEFICIENCY MUST BE PREGEDED BY FULL FREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIOM) CROSS-REFERENCED TO THE APPROPRIATE DATE
’ DEFICIENCY)
K 144 | Continued From page § K 144
standard position.
K147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 147
55=D .
Electrical wiring and equipment is in accordance The power strips in room 103, 105, and 109
with NFPA 70, National Electricat Coda, $.1.2 have been removed. Sufficlent receptacles have
feen Instoifed in room 103, 105, ond 109.
, Any resident could be affected by the use of
I power cords, Al roems were checked and no
[ other receptacle problems were found.
This STANDARD s not met as evidenced by: | '
Based cn observation and interview, the Facility ! Staff will be inserviced on 12/13 & 12/15/10
| failed toensure that eksttrical power strips wera™ =7 oo | the importance of proper use of power e s |
| being used in an approved manner, This cords. The need for additiona! outlets will be
deficient practica affected one (1) of six (6) reported to the maintenonce supervisor
smoke compartments, staff, and appreximately immediately by nursing and/er housekeeping.
four (4) residents. The facility has the cepacity for ! He will Install additiona receptacies as
120 beds with a cansus of 81 on the day of the | needed.
survay. i
i Housekeeping supervisor will monitor rooms
The findings inciude; \ daily for the use of power cords. Mointenance
| worker will rmonitor durlng rowtine malntenance.
During the Life Safsty Code tour on November 3, Administrator/Designee will monitor during
2010, at 11:30 a.m., with the Director of daily obgervations ond during querterly
Mamtenance (DOM) an electric bad, oxygen inspections. QA committee will be notified of
concenirator, nebulizer, and trachea eguipment ongoing problems.
were observed to be plugged into a mulki-outiet | 12/08/10
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K147 | Continued From page 6 F147

| ‘adapters, "~ - e e

The Director of Maintenance staied that
sometimes there wera not enough receptacias in
resident rooms. '

Referance: NFPA 99 (1999 Edition).

3-3.212D

2. Minimum Number of Receptacles. The
number of receptacles shall be determined by the
intended use of the pallent care area. There shall
be sufficient receptacles located so as to avoid
the need for exlenslon cords or multiple outlet

FOURM CME.2867 (02-59) Previous Versions Obsolete Byl |12 vEGEE21
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F 279 Continued From page 8 : F279} . .0

comprehensive plan of care, ;
" The Gure Plans for the offected residents

The facility must develop a comprehensive care {#1 ond #3) hove been revised to reflect
plan for each resident that includes measurable ;- that ihe current deficlencles have been
objectives and timetables to meet a resident’s addressed,

medical, nursing, and mentsl and psychosocial
needs that are identified in the comprehensive
assessmant.

An audit has been completed per nursing
. staff to manage residents en aadceaguiont
| therapy, Core Plans were updatad for

‘ " residents Identified as resuit of audit.
The care plan must describe the sarvices that are !

to be fumnished to attain or maintain the residen®'s | A Carg Plan checkiist was put inta effect

highest practicabte physical, mentel, and "| asaf11/10/10 and is donc prior to
"--w-ps?chdsﬁcrg]'%";m[m—as-rgq‘ﬂre'dwﬁ‘ér‘“ m—— i camp’eﬂdﬂ Of&ﬂﬂh tﬂﬂ.‘ Plﬂn rmade. The e e

§483,25; and any services that would otherwise l""_-:;“'f'ﬁ W":’:t-‘ f’wﬂf‘ In T;? :’:i office

be required under §483.25 but ara not provided {with the resident’s flle. Also,

i nursing staff Is now required to provide
la copy of all new orders to MDS to
| faclfitota In Core Plon updates.

due to the resident's exercise of rights under
§483.10, including the right to refuse freatrent
under §483.10(b)(4). :
Al residents will recalve quarterly
reviews to ensure oll needs ore being

' met and Core Plans are updated ta show

' ] PR . current status.
;’}f:as REQUIREMENT iz not me; as evidericed MLD.S. Coordinator and staff will be
‘ . N ; . - fnserviced on checklist ond care plon
Based on interview and recerd review, it was updates.
determined the facility fafled to develop & _ D.0.N./Designee will complete i
| comprehensive care plan for two (2) of eighteen qunrterly audit of sheck st with
i (18) sampled rasidents, Residents #1 and #3 care plans for compliance. Q.M.
requirad the use of an anticoagulant/blood Committes will be asked for input
thinner; however, @ cara plan was not developed on contlnued problems.
to addrass the anticoagulants and necessary
precautions. Additionally, resident #1 had 2 Complztian Date: 12/15/10
peripherally inserted central eathefer (FICC) line
and the facility failed o develop a care plan
refated to the care/precautions and possibie
complications refated 1o a central infravenous
line. :
The findings include;
FORM CMS—ZSE’;’I(DQ-QS) Previous Varsions Obsalote Evarl ID:VEEG1T Facllity ID: 10540
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law permits, but anly under the general -
supervision of a licensed nurse. '

|
I
L
'
!
'

[%4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5}
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATIQH) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICENCY) :
. F 411! Continued From pagz 14 , F 411
Resident #11 stated that at night the dentura was
taken out to be cleaned; and then placed in a cup
for the night. Resident #11 further stated one
moming the cup that contained the rezident's
upper denture was missging. Resident #11 stated
the Incldent took place & few months ago,
however, was not certaih of the exact morth,
Interview further revesled the resident had
informed staff that the denture was missing.
According to the residert it was hard to eat some
meals due to the loss of the upper denture and
he/she would like {0 have the denture replaced.
Interview on November {0, 2010, at 11:23 z.m.,
with the Social Services Director (SSD) revealed
the SSD was aware resident #11's upper denture | pazs,
was missing. The S8D stated that staff had L
looked for the denture and was unable to find the The expired medicotion for resident #18 was
dentura, ] removed gnd M.D. and Pharmacy were
not{fied.
Interview on Novemnber 10, 2010, at 1:30 p.m., .
revealed the SSD had "hot thought about | The medication cort was then audjted that day
[resident #11's] teath lately,” and no further affort fﬁ;’;’}’;ﬁﬁ”%z*ﬁg::n’:::’:;g‘;m:;z":
had been made o locale or replace the missing : .
denture. Interview further revaaled the denturs f}‘}';‘,,-",’;’.;’ ekt of all medicatlon carts an
was lost approximately in June 2010, and the .
88D had not obtained a dental appaintment sinca _Ta ensure that this deficit practice does not
the loss of the denture. |  re~accur the night shift nurse will tomplets o
F 425 | 483.60(a),(b) PHARMACEUTICAL SVC - F 425 f:;;rn::::':c;:: ;‘;ﬁp ""*2 me:tﬂ:;‘on M:s
e red medicntion an.
SS—p ; ACCURATE PROCEDURES, RPH ony found will be removed. M.D. ond Pharmacy
. | The facliity must provide routing and emergancy ;:f;::;i:: Z: 3;?:: gﬂ}’i’éﬁ’;’? ::‘:f f::g:f
: drugs and biclogicals to:its residents, or obtain compliance.
them under an agreement described in
§483.76(h) of this part. The fasility may permit To ensure that the solutions cre systained,
unlicansed personnel to:administer drugs i State the Phormacy will continue thelr monthly oudits,
end night shift nurses wilf cantinum bl-morthly

eudits. Q.A. committee will address any problems.

Completion Date: 12/15/1a
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CAREPLAN CHECKLIST

_ DIAGNOSES: ‘EX.(DM, COPD, CHF, SEIZURE DIS)

__ MEDS: EX.(ANTI-COAGULANTS, ANTL-PSYCHOTICS, DIURETICS,
ANTI-DEPRESSANTS, ANTI-CONVULSANTS, SEDATIVES,
ANTIBIOTICS, ANTI-HYPERTENSIVES)

___ MOOD AND BEHAVIORS?

___ DELIRIUM? HALLUCINATIONS OR DELUSIONS?

___ADL FUNCTION?

____INCONTINENCE?

_ ACTIVITIES?

 COMMUNICATION PROBLEIM?

__ RISK FOR SKIN BREAKDOWN? CURRENT ULCER TX?

____RISKFOR FALLS? |

_ PAIN? |

_ COGNITIVE LOSS?

___POTENTIAL FOR OR HX CF UTI? CATHETER PRESENT?

___IVOR CENTRAL LINE?

___ VISION OR HEARING IMPAIRMENT?

Received Time Dec 14, 20710 12:55PM No. 4921



_ NUTRITION? DENTAL PROBLEMS?

_ FEEDING TUBE?

___ DEHYDRATION AND FLUID MAINTENANCE?
___ RESTRAINTS?

___DNR?
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